Pituitary fossa not enlarged.
History.-Miss R. L., aged 32, machinist. In good health till November 1931, when she missed two menstrual periods and began to be languid and sleepless. After an attack of tonsillitis in February 1932 the menses became gradually prolonged lasting up to six weeks. The daily loss was not excessive at any time; during 1933 the average duration was from seventeen to twenty-one days with irregular intervals.~~~i Changes in appearance were noticed early in 1933. Gain in weight about half a stone; the complexion, previously good, became spotty, the scalp hair broke off short, and the beard began to g'row in April 1933. Headaches, to which she was always liable, increased in frequency, severity and duration, vomiting was liable to occur on waking or would follow the development of the headache. The appetite was very good but not excessive. 
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Examination.-Appearance: The patient is a smiall woman, height 5 ft. 2 in., florid, with rounded shoulders, short thick neck and double chin. The face and extremities are congested and the lips a deep colour. The skin over forehead and cheeks is thick and coarse, with few creases ; it is greasy, and comedones and acne eruption are present. Hair: The scalp hair is short, thin, curly and brittle and makes hardly any growth, the eyebrows are thick and rather coarse; below the chin is a short thick growth of beard (clipped about once a week), there is a slight growth only in the whisker and moustache areas. There is a line of hair from pubes to umbilicus, sparse hairs round the nipples, no excess of hair on limbs or trunk elsewhere. Distribution of adipose tissue: This is chiefly on the lower part of the face, neck and shoulders. There is moderate obesity of the abdomen. No stria atrophice present. The limbs, bands and feet are slender. Breasts small. Circulatory system: the heart is moderately enlarged, action forcible, sounds clear. systolic from 190 to 196, diastolic Insulin sensitivity test: Resting blood-sugar 0-089%; 10 units of insulin given. At half an hour 0-062%, at one hour 0-062%, at one and a half hours 0-071%. Basal metabolic rate: Plus 34%, R.Q. 0-8. Calcium metabolism: Blood-calcium, two estimations, 9'45 mgm., 10-9 mgm. Skiagram of long bone with control shows no lack of lime salts.
Urine examination for prolan A (Professor Comment.-(i) As in other reported cases, there is no enlargement of the pituitary fossa or other direct evidence of tumour. The patient suffers from prostrating headaches with vomiting but these do not appear to be due to increased intracranial pressure. (ii) An unusual symptom is the absence of amenorrhcea except for two months at the outset; instead there is very prolonged menstrual loss up to six weeks. (iii) It is proposed to treat the patient with X-rays applied to the pituitary fossa. History.-Mrs. E. S., aged 47, housewife. Was perfectly well until an attack of influenza " in February 1927. This illness was a short febrile attack with violent headaches. Two months later she noted the gradual onset of symptoms with which she was admitted to hospital in December 1927. She complained then of lassitude, depression, flatulent indigestion, gain of weight, thirst and constipation. The menses were regular but scanty. She was then noted to be fat and flabby, with normal distribution of fat. Weight 11 st. 13 lb. There was at that time secondary ancemia, pigmentation in the mouth, normal blood-pressure, basal metabolic rate minus 20, a mild diabetes easily controlled by diet.
In January 1934 patient was readmitted to the hospital, having been lost sight of in the meantime. She complained of extreme weakness, and lethargy, there was severe ketosis and diabetes. She had lost 3 st. in weight, but was fairly well till two years ago.
Personal and family history.-Patient is one of twin children, the other died in infancy. She has three children; last pregnancy in 1921. Menses regular till May 1933, when they ceased. Was very energetic before present illness.
On examination.-Patient is a small dark-haired woman with the clinical appearance of myxcedema, as.noted above. The skin is pallid and yellowish; no abnormal pigmentation noted except in the mouth. The lips are thick and prominent, the tongue papillwe normal. Pigmentation: There is diffuse brown pigmentation along the right border of the tongue, and well-defined patches on the mucous membrane on both sides. Circulatory system: The heart appears normal. The blood-pressures are persistently low. Lungs, abdomen: Nothing abnormal. Central nervous system: Evidence of peripheral neuritis of legs. Tenderness of muscles, loss of reflexes.
No other abnormality. Eyes: Left convergent squint since childhood. Fundi normal, fields of vision normal" no evidence of pituitary dvsfunction" (Miss Ida Mann.) Investigations (made in 1927 and 1934, compared. Comment.-(i) The evidence that the group of glandular deficiencies in this patient is to be attributed to pituitary dysfunction rests on the finding of the enlarged pituitary fossa. (ii) The absence of history of menstrual irregularity is unusual, the cessation of menses a year ago is probably an early menopause. (iii) The patient has been treated with a high salt diet without apparent result. She is now taking thyroid and is improving. Professor Woollard states that the atrophy of the adrenal which follows pituitary ablation is not counteracted by cortical extract. No cortical extract has as yet been given in this case.
Dr. F. PARKES WEBER said he agreed that Dr. Hare's first case was an example of Cushing's pituitary syndrome. Nevertheless, the patient had neither cutaneous "strim" nor the remarkable purpuric ervthematous dystrophic condition of the skin of the legs which had been a striking feature in the most typical cases. The excess of facial hair and the thinning of the scalp hair (with a tendency to acne, perhaps) suggested, it should be noted, a suprarenal cortical (" interrenal ") syndrome.
Dr. Stolkind's case might be a less advanced example of Cushing's syndrome, but the most urgent feature was doubtless the high blood-pressure with chronic renal disease.
Dr. Weber agreed with Dr. Hare's explanation of her second case, but suggested that perhaps the patient's thick lips might be due not to thyroidal deficiency but to overactivity of the eosinophil cells of the anterior pituitary lobe.
Basicranial Neoplasm with Multiple Cranial Nerve Paralyses: Apparent
